Discussion
The clinical picture presented here is highly unusual: a mass which was truly scrotal, separate from the testis, solid and malignant. Paratesticular malignancies are rare, comprising mainly sarcomas originating from spermatic cord mesenchymeI. Undifferentiated sarcoma and embryonal rhabdomyosarcoma predominate amongst children, while fibrosarcoma, leiomyosarcoma and malignant fibrous histiocytoma predominate amongst adults.~iposarcoma, .the commonest soft-tissue sarcoma of adult life, usually arises in the extremities and retroperitoneum-. Only 92 cases of spermatic cord liposarcoma have previously been reported''" (remaining references available on request).
Patients are commonly in their fifties or sixties, with an age range of 16-88 years. The tum.our~cc?rs world-wide, although there is a remarkably high incidence amongst Japanese men, who account for 24 of the 93 published casesv". It almost always arises de n?vo: simple lipomas, which constitute about 80% of spermatic cord neoplasms, virtually never undergo malignant t~ansfor'!1ation2.
The presentation described here is fairly typical, althou~h the mass may be inguinal rather than scrotal, and may a~n giant proportions (up to 13.5 kg)". Clinical assessment~s difficult, with inguinal hernia, hydrocele. and. chronic epididymitis being the most common differential diagnoses. An ultrasound scan is helpful prior to exploratory surgery, to confirm that the mass is solid and paratesticular.
Histologically, almost all spermatic cord liposarcomas are well-differentiated (as here), or, more rarely, myxoid. These are both relatively low-grade malignancies with little tendency to metastasize, although they may be locally invasive". High-grade round cell and pleomorphic spermatic cord liposarcomas, which frequently metastasize via the regional lymph nodes, have been reported in only 16 patients, of whom four died 3 ,6.9.1O.
The treatment of choice is radical orchidectomy with high ligation of the spermatic cord", as was performed i~this case. Retroperitoneal lymph node dissection is not indlca~ed unless there is evidence of tumour spread. Surgical resection may be inadequate due to the presence of a 'pseudo-capsule' of compressed normal tissue, through which tumour cells may infiltrate into adjacent structures. Twelve other local recurrences have been reported, between one and 16.yea~s after surgery3,7,8 although the short follow-up period III , h' h All most reports may mean that the true figure is Ig er. were successfully treated by further surgery, radiotherapy or chemotherapy.
Spermatic cord liposarcoma is a rare low-grade malignancy with an excellent prognosis following radical orchidectomy. Nevertheless, in view of the risk of local recurrence, longterm follow-up is mandatory. The neuroleptic malignant syndrome (NMS) is an idiosyncratic reaction following treatment with neuroleptic drugs such as haloperidol or fluphenazine'>. It is characterized by an extrapyramidal motor disorder resulting in muscular rigidity; altered thermoregulation resulting in pyrexia; and autonomic dysfunction causing sweating, tachycardia and labile blood pressure. There is often a rise in serum skeletal muscle creatinine phosphokinase (CPK)3.
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It has a mortality of 20%4 which is a consequence of late diagnosis since its features may be confused with signs of other organic and pyschiatric disorders-", Three cases of NMS diagnosed during one year at this district general hospital are reported.
Case reports Case 1
A 36-year-old man presented with sudden onset of headache. Examination revealed meningism and cerebral angiography demonstrated a subarachnoid haemorrhage. The patient became confused and aggressive and following a diagnosis of acute psychosis, 20 mg haloperidol 4 times daily for one week followed by 50 mg of fluphenazine intramuscularly with procyclidine were administered.
After one week, he became catatonic and developed rigidity, pyrexia, diaphoresis, dehydration and a labile blood pressure. Serum urea and aspartate transaminase became elevated. No evidence of sepsis was found and a diagnosis of drug-induced extrapyramidal disorder was made. Despite intensive supportive therapy, the patient died.
Case 2 A 39-year-old man with Henoch-Schonlein purpura was treated with steroids and developed a paranoid psychosis. Twenty-five milligrams of fluphenazine was administered intramuscularly and repeated after 2 weeks. Two days afterwards, he became confused, pyrexial and developed a tachycardia, neck stiffness and catatonia. A lumbar puncture was normal. He recovered after one week with supportive Med J Aust 1973; 2:854-6 10 Garcia AE,Martin GG,Torrenti H, MonserratJM. Liposarcoma of the spermatic cord. Rev Argent Urol 1968; 37:44-8 (Accepted 7 March 1991) management only. The event was accompanied by a rise in the CPK to a peak of 1417 lUll (normal range: 25-175).
Case 3
A 46-year-old schizophrenic man became acutely agitated. Remission had previously been maintained with intramuscular fluphenazine. This acute episode was treated with chlorpromazine and intravenous haloperidol with procyclidine. Five days later, he became drowsy, pyrexial and developed increasing muscle tone and coma. A pyrexia of 39.5°C, hypotension of 85/60 mmHg and a tachycardia of 130 beats per minute were recorded. He became dehydrated, unresponsive to painful stimuli and developed a generalized lead-pipe rigidity with a pill-rolling tremor. Further investigations included: serum urea 43.9 mmolll, creatinine 464 mmol/l, haemoglobin 19.9 g/dl, white cell count 7.9xI0 91l. Blood cultures grew no organisms and a lumbar puncture was normal. Serum CPK rose to a peak of 1030 lUll and aspartate transaminase rose to 332 lUll (normal range: 10-40). A diagnosis of NMS was made and managed with intensive supportive care. After 10 days, the pyrexia remitted and renal function normalized, but catatonia persisted and the CPK remained elevated. Treatment with bromocriptine and dantrolene was commenced. After 5 weeks, the CPK had returned to normal, autonomic instability had resolved, but the patient remained rigid, mute and withdrawn. He was reviewed by a consultant psychiatrist who diagnosed a psychotic catatonic stupor and prescribed electroconvulsive therapy (ECT). After a single treatment, the rigidity diminished and the patient developed spontaneous movements and recovered his speech. After five ECT treatments, rigidity completely resolved and the patient became less withdrawn and could deliver a rational conversation.
Discussion
NMS contains features of catatonia, but paradoxically is precipitated by a neuroleptic drug which would otherwise resolve a catatonic state secondary to a mental psychosis. In its extreme form, catatonia is a life-threatening condition which can be precipitated by psychiatric or organic disorders through an effect on limbic and striatal dopamine neuronal pathways", Hypothalamic malfunction results in labile temperature and blood pressure control, and sustained muscle rigidity results in an elevated CPK and myoglobinaemia.
An accurate psychiatric diagnosis is essential before commencing treatment with potent neuroleptics. However, the author has not seen NMS develop after administration of neuroleptic drugs as antiemetics in cancer patients treated with opiates or cytotoxic agents, although a case has recently been reported", The development of signs which indicate NMS should be critically assessed by the physician. In particular, deterioration in conscious state and development of neck stiffness require the exclusion of meningitis or a subarachnoid haemorrhage. Pyrexia and hypotension resulting from autonomic instability must be differentiated from 0141-0768/91/ 080500-02/$02.00/0 © 1991 The Royal Society of Medicine
